Introduction
Urethral catheterization is an irritating and painful procedure most of the time and sometimes even patients want it to be performed after anaesthesia is given for surgery. Traditionally a patient undergoing cesarean section is catheterized with the belief that empty bladder results in better exposure of the lower uterine segment and lowers the risk of bladder injury during surgery. Bruising and edema caused by surgery near the uterovesical area and lower abdominal wall lead to retention of urine that predisposes to urinary tract infection (UTI) 1 .
Following delivery of baby, full bladder does not allow proper retraction of uterus leading to uterine atonicity and post partum hemorrhage (PPH) and so it is a routine practice to keep urethral catheter for 24 hours after surgery. However several studies have shown that cesarean section performed without using urethral catheter also is as safe as the traditional approach 1-4 .
Instead, some additional benefits have been reported such as low rate of UTI, less voiding discomfort, early ambulation and shorter hospital stay. The aim of this study was to determine the feasibility of carrying out cesarean section without catheterization in terms of intraoperative safety, prevalence of UTI, post-operative need for urethral catheterization, prevalence of first voiding discomfort and prevalence of post partum hemorrhage (PPH). Oxytocin 10 Units was given in a running intravenous drip of Hartman`s solution following the delivery of baby. Intramuscular injection ergometrin 0.2 mg was used when required. The times taken for surgery, PPH, per operrative blood loss, total amount of intravenous fluids used during surgery were recorded. Adequate analgesics were used as necessary. The routine postoperative nursing protocol was followed. Patients were asked to void only upon feeling the urge, rather than according to a time limit. If the urge to void was reported at a time when mobilization was not possible, a bedpan was given. If this failed, helping measures like adequate analgesia and privacy was provided. If the desire to void was reported later, when mobilization was possible, they were helped to a nearby toilet. If still patient had difficulty in passing urine after 6 hours or if abdominal examination shows palpable urinary bladder Foley catheterization was done 6 .
Materials and Methods
Soakage of vulval pads and presence of fresh bleeding or clots were considered as PPH. Time of beginning of ambulation was noted considering the beginning of surgery as the zero time. Discomfort in first voiding was defined as burning, urging and difficulty at voiding time. The time of first voiding was taken as the interval between start of the operation and firstvoiding. The operation time was defined as the time from the onset of surgery to the completion of skin closure. The length of hospital stay was defined as the time interval between the onset of surgery and hospital discharge. Urine sample for routine examination was done on the first postoperative day and urine for culture and sensitivity test was sent on the second day. UTI was diagnosed by the presence of clinical features (dysuria, frequency, loin pain, pyrexia) with either the presence of 100 bacteria per ml of urine with ≥ 10 leucocytes per high power field, or ≥10 5 colony forming unit of pathogenic organisms per ml of urine on culture 1-2 . After discharge from the hospital, patients were advised for follow up if symptoms of UTI developed or with the urine culture report. All statistical calculations were performed using Microsoft Excel version 7 (Microsoft Corporation, NY, USA) and SPSS 11 (SPSS Inc., Chicago, IL, USA) statistical programs.
Results
The population taken in this study was similar to population of traditional group in terms of age and period of gestation. The mean duration of surgery was 45 minutes which indicates that avoidance of catheterization does not affect the ease of surgery ( Table-I) . Among the patients, bladder was retracted with Doyen's retractor and operating field was easily visualized. There was no need of needle aspiration of bladder as the operating field was not obliterated.
Neither there was any case of bladder injury ( Table-VII) . Among the 65 patients, 24 voided with in 2 to 4 hours, 38 of them voided in 5 to 8 hours and 3 after six hours. The mean time (mean ± SD) taken for first void was 6 ± 2 hours. The first voided volume in most of the cases (54.2%) was in the range of 100-200 ml and the mean volume (mean ± SD) was 180.51 ± 61.18 ml ( Table-III) . None of the uncatheterized patients had PPH (Table-VII) . Mean estimated blood loss was 450-500 ml, 69.23% (Table-II) . Mean ambulation time was shorter in the patients without urethral catheter though not statistically significant (Table-IV) . Hospital stay was significantly shorter in patients without catheter than in those with catheter ( Table-V) . The volume of urine produced during cesarean section did not produce a significant degree of distension and difficulties or interference during surgery. These results are in agreement with the results obtained by Senanayake, AM Nasr et al and Lang FJ et al 2,3,16 . Even at the end of surgery, the bladder did not distend to a level that would interfere with abdominal wall closure. Although the dictum is that the bladder should be catheterized to protect it from intraoperative injury, it could be argued that a slightly filled bladder may be better demarcated and therefore more easily identified intraoperativerely 2 .
Table-I: Duration of operation (n=65).

Table-II: Estimated blood loss during operation (n=65).
Table-III: Time of first voiding and volume after operation (hours) (n=65).
Table-IV: Time of ambulation (Hours) (n=65).
Table-V: Time of discharge (n=65).
Table-VI: UTI among the patients (n=65).
In the event of accidental cystotomy, urine would flow out, drawing attention to the damage. This would be a more reliable and earlier indicator of cystotomy than other indirect methods, such as use of an indwelling catheter to detect postoperative hematuria 2 . In this study, there was no case of accidental cystotomy and aspiration of the bladder to relieve distension at surgery was not required in any of the cases. to go to toilet even they were able to ambulate. Rather they preferred to use bed-pen. This could explain why less number of patients had difficulty in voiding, despite delayed ambulation.
Conclusion
Treating a patient is not only treating a disease. This also means reducing the morbidity of the patient, reducing the economical burden of the patient and hospital as well. Avoidance of catheterization can serve these purposes. The routine use of an indwelling catheter for cesarean section is not necessary and with the increasing incidence of this surgery, the benefits of avoiding catheterization are likely to be substantial. Cesarean section can thus be done safely without the routine use of urethral catheter with reduced morbidities.
